. Prospective identification of high risk patients coming for surgery will allow hospitals to prioritise the allocation of valuable resources such as intensive care beds and to avoid unplanned readmissions 2 . The use of the American Society of Anaesthesia (ASA) physical status as the sole risk stratification score may not give the complete picture of the patient's underlying inflammatory processes and may be inadequate for identifying risk during the immediate postoperative period. Hence, in addition to risk indices, biomarkers may have a role in assisting risk prediction and aid in developing a management plan. Biomarkers such as B-natriuretic peptide and C-reactive peptide have been effectively used in the past to stratify risk and optimise patient care to minimise the adverse events in the perioperative setting [3] [4] [5] [6] . However, these markers have some limitations in their role in routine clinical practice, as they have been shown to provide either modest or no improvement over conventional risk factors in predicting cardiovascular outcome in non-heart failure populations 3 .
An ideal biomarker would be something that can be measured or derived from routine blood work done during the preoperative preparation of the patient for the surgery. It should also have a high predictive value for the risk factors of interest. The role of white cell counts in predicting cardiac morbidity and mortality after surgery is well recognised [7] [8] [9] . An elevated neutrophil count has been shown to correlate with worse outcomes in patients with acute coronary events 10 .
Neutrophil:lymphocyte ratio (NLR), a ratio of the neutrophil to lymphocyte count, has recently been shown to be predictive of morbidity and mortality in patients with acute coronary syndrome 11, 12 . In addition, elevated NLR is associated with increased in-hospital and post-hospital mortality as well as increased risk in myocardial infarction patients [13] [14] [15] . However, the role of NLR in the risk assessment of preoperative patients in the general surgical population has not been well studied, as prior studies have concentrated on specific cardiac, vascular and oncological diseases.
Therefore, we sought to study the normal values and distribution of preoperative NLR in patients before their surgery, with the primary objective of examining the prevalence of elevated NLR in the non-cardiac surgical population. Secondary objectives included examining the relationship between this biomarker and the presence of systemic illnessess and the anaesthesia risk indices such as the ASA physical status and the RCRI scores 16 . All patients in this cohort who were eligible for a complete blood count test were included in this study. As per the hospital policy, all patients who were above 60 years of age or suspected of having anemia, or if they required a cross-matching for the surgical procedure, will undertake a complete blood count test. Patients who are not required to have this blood test preoperatively and those with incomplete blood test results were excluded from the study.
Methods

Ethical
As per our clinic's practice, all major surgical patients are assessed by a nurse, and clinical history and examinations are entered in an electronic 'Clinical Anaesthesia Information System' (CAIS). The data were identified retrospectively from the CAIS database and extracted for patients demographics (age, sex), anaesthetic variables (ASA status), surgical variables (type of surgery) and presence of systemic illness medications (number of medications, ischemic heart disease, congestive cardiac failure, hypertension, diabetes, chronic kidney disease, cerebrovascular disease, and oncological disease). RCRI was computed based on the variables obtained from the clinical database. The differential white blood cell count, containing the neutrophil and lymphocyte absolute counts, and platelet counts were retrieved separately from the hematology records in the hospital's electronic patient record (EPR). NLR was calculated from the complete blood counts.
Statistical analysis
Continuous variables were expressed as mean +/-standard deviation (SD). Categorical data were summarised using absolute values (percentage). Previous studies have shown that an NLR value of > 3.3 and > 4.5 was shown to predict increased risk of myocardial infarction in post-surgical and asymptomatic populations, respectively 12, 13 . Hence we selected both cut-off values for dichotomous comparisons to categorise patients into normal or elevated NLR.
Welch's t-test was used for comparison between groups for continuous variables. Effects of the different variables on NLR were calculated in univariate analysis. The candidate predictors for the multivariate model were selected by screening with univariate analysis with a threshold for inclusion of p < 0.25. Multiple logistic regressions were used to determine independent predictors for elevated NLR. A p-value of < 0.05 was considered statistically significant. All statistical analyses were performed using R (Version 3.02, The Comprehensive R Archive Network; http://cran.r-project.org, Accessed 17 th November 2014).
Results
Data sampling
One thousand, one hundred and seventy-three patients were identified through the CAIS database. Fifty-six patients were excluded from the study as there was either no complete blood count performed or the white cell count subtypes were not performed. Therefore, 1117 patients were included for further analysis.
The patient population had a mean (±SD) age of 59 (±14.9) years and was comprised of 54.3% females. The majority of patients had an ASA score of 2 or 3 (91.6%). Patients for orthopedic surgery were the largest group seen in the pre-admission clinic (44.0%), followed by neurosurgery (21.5%), spinal surgery (15.4%), bariatric surgery (7.9%) and the rest (11.2%) were for urology and general surgery.
Baseline characteristics of patients grouped according to NLR > 3.3 and NLR > 4.5 are summarised in Table 1 . The median value of NLR in the study population was 2.20. About one fourth (26.6%) of patients had a NLR value > 3.3 and 9.04% patients had a NLR value > 4.5. In univariate analysis using NLR > 3.3 as a threshold, age, congestive cardiac failure, chronic kidney disease, malignancy 2 43(4.9) 11(4.7) 50(4.9) 4(4.0) and the number of prescribed medications were increasingly associated. Congestive cardiac failure, diabetes mellitus and malignancy were the independent risk factors associated with elevated NLR after multivariate analysis (Table 2) .
However, when NLR > 4.5 were analyzed, polypharmacy emerged as a risk factor along with congestive cardiac failure and malignancy (Table 3) . Diabetes mellitus was not an independent risk factor. 
Discussion
To our knowledge this is the first cross-sectional study on the prevalence of elevated NLR in a preoperative setting. In our patient population, 26.6% of patients had an elevated NLR value of more than 3.3, which had been shown to be associated with increased mortality after cardiac surgery
18
. We found an independent association between congestive cardiac failure and NLR values > 3.3 and > 4.5. This is in line with established evidence on the utility of NLR in predicting long-term outcome in acutely decompensated heart failure 19 . Our study also showed a strong association between the presence of malignancy and NLR thresholds of > 3.3 and > 4.5. This confirms the previously known prognostic value of NLR in terms of mortality and recurrence of disease in patients with cancer 20 .
In addition, we found a significant association between NLR and ASA physical status and RCRI. This raised the possibility that NLR may be of added value in anaesthetic risk stratification and comparison in a preoperative setting. This may be particularly relevant in a tertiary hospital setting where patients often present with many comorbidities.
Our study also showed that increased use of medication is a risk factor associated with NLR values > 4.5. The increased number of medications reflects the presence of more systemic illnesses. The relationship between polypharmacy and comorbidity is a well-recognised phenomenon especially in the elderly 21 . This also highlights the relationship between NLR and presence of increased disease burden in patients with chronic systemic illnesses.
However, we did not demonstrate an association between the presence of ischemic heart disease and elevated NLR, contrary to previous publications 12 . It is not clear from our cohort the reason for this discrepancy. It may be possible that the inclusion criteria for ischemic heart disease in our database includes all patients from angina-like symptoms to patients with previous myocardial infarction, thus weakening the association between NLR and ischemic heart disease. Further, it is likely that the majority of patients who presented to the pre-surgical clinic had stable ischemic heart disease and are on statin therapy and therefore have suppression of low-grade inflammation, leading to a lower NLR than anticipated.
Prediction of systemic illness and its severity are crucial in formulating a safe intraoperative plan and postoperative care in surgical patients. Elevated NLR is known to predict all-cause mortality in cardiac and major vascular surgeries 18, 22 . Elevated preoperative NLR is also associated with increased morbidity postoperatively, with prolonged hospitalization and increased intensive care admission 18 . Further, elevated NLR is associated with increased morbidity and mortality in sepsis 23 . Hence, the use of NLR as a potential biomarker for preoperative risk assessment and stratification can be pertinent for several reasons. Firstly, NLR is obtained from a complete blood count that is routinely performed pre and postoperatively; it doesn't necessitate additional investigation and is an inexpensive and readily available marker. Secondly, the application of elevated NLR can be used to plan for the postoperative support and rehabilitation of patients undergoing major surgeries. Another similar finding has been observed in the general population cohort in the recently published post-hoc analysis of the National Health and Nutrition Examination Survey-III that showed that NLR can independently predict cardiac mortality. Elevated NLR has been shown to be associated with increased tumor necrosis factor (TNF) alpha, and various interleukins (IL-6, IL-7, IL-8, IL-12, IL-17) 25, 26 . These markers are known to be associated with poor outcome in critically ill patients, as well as with increased incidence of recurrent ischemic events in cardiac patients 27, 28 . However, measuring these biomarkers is expensive and tests are not routinely performed. In contrast, NLR is a simple index derived from routine blood tests which might provide equal and valuable information in the preoperative setting.
Our study suffers from some major limitations. This study is not designed to examine the utility of this biomarker for stratifying risk and predicting clinical end-points of mortality and major cardiovascular adverse events. Rather it is designed to provide a crosssectional "snapshot" of the distribution of NLR in a cohort of patients who attended the anaesthesia pre-admission clinic before their surgery and to correlate this biomarker with the presence of systemic illnesses.
Further prospective cohort studies are needed to examine the optimal role of NLR as a biomarker in the perioperative setting. Establishing a relationship between the NLR and systemic illnesses in elective preoperative patients sets the stage for evaluating the role of this biomarker in future prospective studies looking at the ideal cut-off value of these biomarkers and the correlation between elevated NLR, and perioperative morbidities and mortalities. Prediction of systemic illness and its severity are crucial in formulating a safe intraoperative plan and postoperative care in surgical patients.
Conclusion
In summary, elevated preoperative NLR (> 3.3) was observed in 26.6% of patients attending a pre-surgical anaesthetic clinic at our tertiary hospital. Congestive cardiac failure and malignancy were two constant associations of elevated NLR at > 3.3 and > 4.5 respectively. There was also a strong association between NLR, and ASA and RCRI scores of patients. More studies are needed to determine the utility of NLR as a biomarker in the preoperative risk stratification of patients.
Data availability
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3. Dr Venkatraghavan and colleagues have undertaken a cross-sectional observation study in a tertiary centre in Toronto, evaluating the utility of a raised Neutrophil:Lymphocyte Ratio as a biomarker for risk stratification in the perioperative period. A raised NLR was compared with conventionally accepted risk assessment tools such as the ASA physical status and the RCRI scores. Multivariate regression analysis was done to investigate independent predictors of a raised NLR. The authors found that a raised NLR was associated with malignancy, congestive heart failure and polypharmacy. A relationship between raised NLR and 2 cutoffs and increased ASA physical status and RCRI scores was observed.
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